D ouglas, Daly, and Lipson (1) evaluate a very important aspect of healthcare delivery: communication with family members of critically ill patients. It is known that when communication is ineffective that family members are more than "not satisfied" and additionally may suffer from adverse psychological effects (2) (3) (4) (5) . It has also been reported that the words we say and how we say them while communicating can affect family health (6) . A study by Siegel et al (6) informs us that if we are not perceived as caring during the communication that family health is affected adversely. This issue of how our work as critical care practitioners affects family health is so important that the Long-Term Consequences of Critical Care task force from the Society of Critical Care Medicine convened to evaluate the current state of the science in this area (7) . The task force proposed new terminology to stimulate early prevention, recognition, and treatment of what we now may call Postintensive Care Syndrome-Family. Postintensive care syndrome related to the family includes anxiety, depression, symptoms of posttraumatic stress, and complicated grief.
In this new article, Douglas, Daly, and Lipson (1) evaluate the content of the communication during family meetings. The effort to optimize communication is important for Postintensive Care Syndrome-Family prevention. One key find-ing within this study by Douglas is that when quality of life is discussed, family members increase their active participation in the meeting (1) . Encouraging family interaction has been advocated as a strategy toward effective communication during family meetings (8 -11). The research questions in this study were asked based on the assumption that quality of life and treatment limitation should be discussed in these meetings when death is a possibility. This assumption is carried forward from consensus statements in previous publications (8, 9) . Although intuitively most would agree the earlier the communication, the better, the best timing for this discussion is not known. Despite the training of the research staff and physician groups involved in the care of the patients in this study, the results demonstrated a suboptimal uptake of key areas of the protocol: inclusion of quality-of-life discussions and patient preferences. The findings suggest that a change in the training of the involved practitioners is needed to achieve the outcomes, possibly including team training with return demonstration through simulations (12, 13). Another possible deterrent to protocol compliance might have been that the practitioners did not agree with the suggestion to include these concepts in the family conferences at the timing suggested.
Although proposed within 24 hrs of admission and at least weekly (8), the best frequency of family meetings is also not known. These authors attempted conferences every 5 days and reported that with the best intentions, regular meetings are difficult to deploy in the real world. Given the goals of the project, it is discouraging that even with a dedicated research team, the first family meeting occurred an average of 9.75 days into the intensive care stay (1) . Overcoming barriers to regular family meetings is obviously a key area for future investigation. As stated in the limitations, there are many opportunities for families to obtain the information they need during an intensive care stay. Families may receive daily visit debriefings by the nurse (14). Family communication may be enhanced when families are included on rounds (8). Open and flexible visiting increases possibilities that the family members received the information during daily routine visits (8). It would stand to reason that family meetings would be less necessary if the volume and quality of routine daily communication were optimized. This leads us to the question of whether, in the future, selected outcomes could be evaluated as a result of the total volume and quality of communication, considering not only the communication during family meetings, but also daily communication by the variety of members of the healthcare team, family inclusion in rounds, and the communication that occurs during family visiting. With all of this said, there is a family side to the effective communication equation. Family members have a wide range in preference for inclusion in decisionmaking and communication (10, 15). Also, some families are more present than others either by choice of by conflicting social responsibilities to family or employment.
As in most qualitative research, the results raise more questions than answers. Because the research design required the physician and advanced practice nurse to hold the meetings together, this decreased the likelihood that the goal for frequency was obtained. That leads us to the question of what is the best combination of healthcare providers to attend the meetings? Does an advanced practice nurse coupled with the physician, as used in this model, produce better outcomes than during a family meeting using the staff nurse or charge nurse alone without support of the advanced practice nurse? Would a resident be just as effective as the attending if it meant an opportunity to offer information earlier?
Then, returning to the concept of Postintensive Care Syndrome-Family prevention, is there a relationship between direct family interaction (engagement) in meetings and symptoms of anxiety, depression, or posttraumatic stress after discharge or death? How much interaction is necessary to promote that best outcome? If family members express concerns or feelings early in the conference, is this better than if they wait until the end? What frequency of family meetings produces the best satisfaction, least conflict, and minimizes symptoms of Postintensive Care Syndrome-Family? We know less about family conferences than we know. However, this articles enlightens us to work needed in the future to optimize care and health of the family members of our critically ill patients.
Judy Changing the 'flight manifest' for a safer journey* I n a valiant effort to improve patient safety, the authors of "A Multifaceted Program for Improving Quality of Care in Intensive Care Units: Iatroref Study" have published the third article in the IATROREF series in this issue of Critical Care Medicine (1) . The first of the series identified 14 of the most common medical errors (IATROREF 1) that were reported in French intensive care units (2) . The second evaluated the effects of these errors, which when presented in combination profoundly affected mortality (IATROREF 11) (2) . Several common targets for improvement were identified and gave rise to the development of a multifaceted interventional approach designed to reduce errors and improve knowledge.
This relevant and timely study from Garrouste-Orgeas et al is a logical extension of the first two and focuses on the occurrence and prevention of three adverse events: 1) insulin administration errors; 2) anticoagulation prescription and administration errors; and 3) unplanned device removal (limited here to central venous catheters and endotracheal tubes). With exquisitely designed cluster, randomized crossover models, the first 1.5 months of the study required an independent observation and data collection regarding the practice of the three events in order to develop a control group. Observation occurred, one medical and two medical-surgical, in three different hospitals. These units were closely associated with the original evaluation group (OUTCOMEREA) that went on to produce the IATROREF series.
The next step was the introduction of a multifaceted intervention designed to increase knowledge and identification as well as reduction of those three primary errors that had been determined in IATROREF 1 and 2. Prior to introduction of the interventional tools, the three intensive care units used the same methods for securing the endotracheal tubes, but each had independent sedation protocols. Insulin and anticoagulation protocols and decision making regarding prescribing were also variable between each unit.
